As physicians and psychiatrists we cannot help but be concerned about the most powerful tool we have in treating patients -the doctor-patient relationship. One cannot be long in medicine without becoming aware of its importance in treating the sick person and allaying his suffering. Whether the doctor is aware of it or not, everything he does to, for, or with a patient has a psychological effeet on the patient, and regardless of the advances in scientific organic medicine, much of medical practice still concerns itself with the psychological aspect of the patient. You know that this is never an either/or question; rather, it is always a question of the greater or lesser importance of the emotional and the organic aspects of illness. Perhaps you define psychotherapy as the organized use of the doctor's personality to promote health, but in a broad sense, every interaction between a doctor and his patient, either directly in a face to face encounter, indirectly through other means of communication-human, such as a nurse or friend, or inanimate, such as letter or telephone, or obliquely as through fantasy -becomes psychotherapeutic or psychonoxious.
Three aspects of this relationship which I want to discuss are: 1) the voluntary selection of physician by the patient, 2) continuity of treatment by the same physician, and 3) the third party payment of fees for the doctor's services. Don't think that they are the most vital and fundamental aspects of the psychotherapeutic or psychonoxious effectiveness of the doctor's personality on the patient. However, on the other hand, they may not be insignificant, for they may influence either the patient's or the doctor's attitude toward the other.°D elivered as a guest teacher in the Department of Psychiatry, Dalhousie University, Halifax, Nova Scotia on March 22 and 23, 1962. lExecutive Officer, Institute of Pennsylvania Hospital, Philadelphia. 60 For this reason they are worthy of consideration.
Not very long after moving from one university training centre, where I spent some years as a medical student and as a resident, to another centre much more clinically oriented, I 'became aware of 'an interesting fact. In retrospect, my first years, a good decade of time, were spent in a medical school and its hospital where everybody with whom I had much contact was salaried; patients came to the clinic or the hospital, not to a doctor. The next decade, as I mentioned, was in a different medical centre; less emphasis was on training and research per se, more on treating the patient and getting~im well. Although a large part of~:r time and energy were spent in administration of the clinical services of a private, voluntary, non-profit hospital with an active residency training program, and I was salaried, I had many more contacts with practitioners on a fee-for-service basis. The observation I made, which I thought valid then an? now, was that the practice of psychiatry was moving in a different directi.on~rom that of the practice of medi-CIne, In fact in an opposite direction, but that more than likely this difference was due to the distance apart of the starting points in regard to the three aspects of practice mentioned before, i.e., voluntary selection of physician, continuity of care, and third party payment, or socialization of medicine, if you wish. One starting point was the fact that in medicine the general practitioner had treated his patient for all his medical ills over long periods of time on a fee basis lar~ely determined by the physician. WIth group practice, specialization, and insurance coverage, it would seem that t?ere is less fn:e~hoice of doctor Iby patient, less contInmty of care by the same physician, as the patient is referred back and forth, and greater participation on the part of persons other than the patient and the doctor in setting of fees and payment thereof. In psychiatry at the other extreme, the patient who was treated knowingly for a psychiatric ill-nes~by a psychiatrist was a psychotic panent who entered a psychiatric hospital. There he was treated by a staff member not selected by him or even by his family, until he was discharged from the hospital; after which he no longer saw that psychiatrist. Although a few of the patients paid for their treatment the psychiatrist was generally salaried,~ost often by the state or some governmental agency. Certainly psychiatry has been the most socialized branch of medicine and probably still remains so, with the possible exception of a few notable examples such as public health. Indeed, it was not until 1954 that in the US therẽ ere more psychiatrists in private pract ice than there were on salaries. The number in practice continues to grow.
Summer before last on a few of those rainy dars occurring in Cape Breton, I had the time to read a book on the National Health Service of England written by a Harvard sociologist. This was a very interesting and provocative account of the development of the present English system. Several excerpts referrable to}he d?ctor-pa~ientrelationship follow:
Effective practice is not the product of trained personnel, adequate apparatus and an economical distribution of work alone. It alsõ epen?s on .an~dequate doctor-patient rela-lOnshlp, It IS dlffi~ult to specify concretely Ju~t~hat an effective doctor-patient relationship IS and on what factors it depends, and usually people who talk about it do not even try. Most of theasp~cts of the relationship are the results of 9.U1t~spont.aneous adjustments to an extraordinarily tension-ridden role and ifolsofar. as this is the case, their very existence .IS 10g1C:ury but not necessarily correctly, associated WIth a spontaneous rather than an a~tific~ally organized practioner-patienr rela-tlOnshlI;J. It was precisely this which made the profe~slOfol so desr.arately wary of non-medical orgamzanon, public or otherwise and it is the pos~ibilit~of. unsettling the reiationship, especlal!y m vIew. of its mysteriousness by the mtrusion of a third party into it which is the chief problem here."
. "Surely the most indispensable of all the atltudes on which the clinical situation depends lJ;lVolves the trust of the patient in the practitl(~ner and t~e practitioner's willingness to cope WIth the patient. For this reason, it is the very act of choosing which is important in the doctor-patient relationship and not the correctness of the choice."?'
The author pointed out that although doctors talked a lot about the importance of voluntary selection of physician and the intrusion of third parties into the doctor-patient relationship, there was practically nothing that could be found in the. lite:ature about these subjects. PsychI.atnsts should be particularly perceptIve about factors infiuencing their relationship with patients, I decided to pick the brains of a few whom I knew about these subjects. Most of them, I am sure, had had experience in their training and practice with both salaried and non-salaried positions, spontaneous and non-spontaneous selection of the doc~or by the patient. Because of the particular set-up of our hospital and the fact that there was some discussion about changing residents assigned to a patient and a.bout permitting practitioners of psy.chlat.tr to come into the hospital, their OpInIOn concerning the importance of continuity of care was also asked for.
a.sically the approach was that of an OpInIOn poll of the staff of the Institute of the Pennsylvania Hospital, a small voluntary non-profit psychiatric hospital, highly committed to treatment of the individual patient. A questionnaire was addressed to the 89 members of the staff,~staff which varies in background, expenence, and training, and which in-cl~des four heads of departments of psychiatry, two heads of departments of neurolog~, me~bers of the departments of psychiatry In all five local medical schools, two past presidents of the APA, graduates and students of the two local psycho-analytic institutes. Almost all had ex:ensive private office practices in psychiatry. ' Replies were received from 82 of the 89. The psychiatric experiences of the 82 ranged from three to 52 years, with a mean of 17.8 years and a median of 14 years. Three groups were identifiable on the basis of their formal relationship with psychoanalysis. An A group of 26 had no such formal connection; a B group also of 26 included 18 members of the American Psychoanalytic Association and eight graduates of psychoanalytic institutes; and a C group of 30, all at that time students of a psychoanalytic institute. Sixty-six (81%) of the respondents were certified in psychiatry by either the American Board of Psychiatry and Neurology or its Canadian equivalent.
The question was asked: "How important do you feel the patient's voluntary selection of a psychiatrist is to the outcome of his treatment in comparison. to the assignment of a psychiatrist of comparable training and experience?" The choices given them were: "very", "moderately", "slightly", or "not" for each of four classes of patients: neuroses, character disorders, schizophrenic reactions, and affective disorders. Further definitions of these terms and diagnoses were not given.
The table shows the "guestimated" replies as a percentage of all those who replied to this particular question. The pattern shows that they felt voluntary selection was most important for the neurotic, slightly less important for the patient with a character disorder, still less for the schizophrenic, and least for those patients suffering from an affective disorder. The three different staff groups showed little differences in opinion from the total group, which mayor may not have been surprising. It might be thought that for the neurotic the psychoanalytic group might have valued voluntary selection as less important to outcome because an assigned therapist of comparable training might have analyzed any initial resistance or difficulty. Apparently they feel, also, that voluntary selection with its initial attitude toward the therapist is a relatively important factor.
The same rank of importance for the types of patients was obtained when averages were found for the replies to the question: "Estimate the percentage of your patients in whom you feel the voluntary selection of their psychiatrist in comparison to the 'assignment of a psychiatrist of comparable training and experience would have an effect on the outcome of treatment." The means were:
Neuroses Character
Schizo. Affective Dis.
React. Dis. 56% 49% 38% 34%
They were not asked why nor how it was important. However, in the same questionnaire was a question concerning why they felt patients of these four classes improved in treatment. These same psychiatrists felt. that psychotherapy was most important in the same rank order, i.e., neuroses, character disorders, schizophrenic reactions, affective disorders, and somatic therapies most imporrant in reverse order. Might it not be that the more important personality or psychological factors are felt to be to the outcome of treatment, the more important is voluntary selection of the physician. Where a somatic or organic 1 Not procedure done t,o the patient is. overwhelmingly the Important curative or restorative mechanism, as in acute bacterial infections or a fractured humerus, one need not be nearly as concerned about voluntary selection as in the treatment of the patient with a common cold or chronic arthritis. The next question: "How important to the outcome of treatment do you feel the uninterrupted continuity of doct?rpatient relationship (i.e., not changmg doctor) is to the patient?" was also~sked for each of the four classes of patIents, with the same possible responses (very, moderately, slightly, or ?ot~. The table again indicates the replIes. m te~ms of percentage of those resp?ndmg'.It IS only in the treatment of patIents WIth affective disorders that the majority of the staff did not think the uninterrupted doctor-patient relationship is not "very important" to the out~ome of tre~tment. A comparison of t~IS t~ble with th.e previous one makes It evident that this group of psychiatr~sts. attaches greater importance to conUnUlty of doctor-patient relationship than to the voluntary selection of the psychiatrist 'at the beginning of treatment. If this be so, then psychiatric hospitalization should not interject~sev:rance on the doc~o~-pa tient relationship because of administrative or legal requirements.
Concerning third party payment, the staff were told: ". . . interpret third party payment t~include~ll those. arrangements in which the patIent receives any financial assistance in the payment of his fee. It includes payment not only by insurance companies and governmen-tal agencies but also unobliged paym~nts by relatives or friends. Do not consider as third party payments those cases where payment is made by a spouse when the husband and wife generally share their resources." The psychiatrists were asked in what percentage of their cases some third party payment was involved; what percent of these cases were benefitted by such payment; in what percentage they were hin~ered, aJ.l~to list ways such payment might facilitate and in what ways hinder treatment. The range of the percentage of their patie?ts in which third party payment was mvolved was from 0% to 80%, with an average of 24% and a median of 20'0.
The percentage of those pauents whose fees were paid by a third party who were benefitted by such payment ranged from 0% to 100%, with an average of 38%. Similarly, the estimates of the percentage who were hindered in treatment by such payment ranged from 0% to 100%, with an average of 37%. As a group they felt third party payment helped treatment in about a third of the cases, hindered it in 'a third, and had no significant effect on the others.
. Comparisons were made of the differences in the estimated percentages helped or hindered according to type of psychiatrist (A, B, or C), years of experience in psychiatry, and how much of their practice involved third party payment. The results of comparing the three groups of psychiatrists are as follows: More of the B's (psychoanalysts) attributed beneficial rather than deleterious effects to third party payments, the A's no particular differences; whereas more C's (psychoanalytic students) felt treatment was hindered.
Comparing the opinions of the psychiatrists who had more than the median years of experience with those who had less than the median produced these results: The number of years in practice does not seem to alter significantly the attitude of rhe psychiatrist toward the third party payments. The most interesting difference is found when the opinions of those psychiatrists who treat more than the median percentage of patients whose fees are paid by third parties are contrasted with psychiatrists whose practice contains fewer "third party patients". The results of such comparison are: The more patients a psychiatrist has in his practice whose fees are paid by a third party, the more likely he is to feel the benefits outweigh the disa.dvantages. The reason for this last contrasting difference of opinion is found probably in the ways listed by the psychiatrists that third party payments assist and deter therapy.
The most frequently cited benefit of third party payment was the economic one. Various psychiatrists cited this positive aspect in various ways: "Without financial assistance many of my patients could not get treatment." "Treatment might not otherwise be available." "It makes treatment possible." "One can do better or more thorough treatment." "It permits longer treatment and a more meaningful relationship to develop." With it the patient may be able to avail himself of more expensive type of treatment and not have to resort to suppressive kinds of therapy." "If hospitalization is necessary, a more expensive kind of hospital emphasizing individual psychotherapy can be used." Several pointed out that the patient may seek treatment earlier if he doesn't have to pay from his own income. One mentioned that it permits treatment of more members of the family. Another said that by lessening the financial strain on the patient it allows the patient to find new, more active and satisfying ways of life which may cost money; he can spend money otherwise not available to take college courses, go to the orchestra or plays.
Many of the replies referred to psychological factors that would be directly related to financial costs that might he burdensome. "Third party payments relieve worry over cost; it alleviates anxiety over payment for expensive treatment and allows the patient to concentrate on other problems." "It enables rhe patient to concentrate on treatment with fewer financial worries." One mentioned that without such assistance there may be a real concern, and not necessarily neurotic guilt, over taking or depriving other members of the family, such as the cost of treatment in a family with a modest income needed to meet day to day living expenses.
Relatively few of the listed ways named a purely psychological element as beneficial to treatment. One stated, "It increases the patient's feeling of being loved and therefore may increase motivation to change in the direction of being able to return love to the donors and others." Another observation was, "In a few specific instances it may point up the patient's dependency problem and aid in the working through of problems regarding dependency but I do not believe such 'Payments should be instituted as a therapeutic tool." The view that it would be beneficial "if it were seen by the patient as a sign of definite interest on the part of the payer about whose interest the patient might previously have been doubtful," was supported by tWO psychiatrists who dealt with children or adolescents. "In case of children the payment by a parent is tangible evidence to the patient of parental concern." "In one instance the increased interest of the father as demonstrated by his willingness to pay for treatment appeared to aid his child's recovery", for the child felt the father valued money more than he did the child but he was willing to part with it to help' the patient. The fact that somebody was willing to take on payments may imply hope and belief for something better and assist the patient to greater confidence in recovery.
The main hindrances from third party payment can largely be grouped under three headings: it may increase the patient's dependency, decrease his motivation to get well, and incur third party interference in treatment. They found it "encourages dependency", "aggravates dependency", "deprives patient of independence" and "tempts him to work less hard". One stated "it may keep patient pathologically dependent on the therapist", and another, "it increases dependent demands, sometimes magical, for therapist's help". It reduces patient's responsibility for getting well." "It supports his inadequacy feelings." Some found that it decreased patients' motivation to get well, "to skip hours". "He is tempted to work less hard at treatment." "He has less desire to get well and often refuses to explore self." "It slows the process of motivation." A lessened involvement in treatment was pointed out by some; less willingness to tolerate anxiety. One felt it encouraged some patients' belief that they have a right to a cure from the doctor and that they are dealing with a quack if they don't get it. It decreases and depreciates the value placed on therapy. "The idea that what is free is worth nothing is common and an apparently deeply held belief." "In oral characters it increases their guilt about receiving things perhaps to the point of a stalemate." Concerning dependency problems and motivation for getting well, a large percentage of the psychiatrists, pointing specifically to these factors, felt that whether the patient paid at least part of his fee or not made a marked difference. A strong definite opinion was that veterans' cases with compensation are untreatable.
Ways in which third parties may interfere actively in treatment were frequently described; the psychiatrist may see as interference anything ranging from inquiry about the patient to the interruption by terminating therapy. Insurance forms may require that the diagnosis be entered, and the psychiatrist may resent having to enter a classification which, though it may not deter treatment, may make the patient's later adjustment more difficult. He struggles before he puts acute brain syndrome due to alcohol, or schizophrenic reaction on papers that may go to the personnel division of a small organization. Many have had the experience of relatives withdrawing support or trying to manipulate the patient or doctor; this happens most frequently, perhaps, and can be a particular problem when the previously overly-dependent, passive patient begins to make some moves toward independence and aggressivity which threaten the relative. The power to terminate support can be threatening not only to the patient but also to the therapist. "It can arouse guilt and anxiety in more than reasonable amounts", for "the third party can exact an emotional or psychic toll for his participation as he tries to control through his payments."
The guilt felt by the patient may not only block expression of independence from the benefactor but also even his freedom to talk about him. "If the patient sees the therapist as aligned with the third party because of the payments he may be afraid to talk about the third party in any but a positive way." Several found that treatment was more difficult because rebellion toward the third party may be displaced onto the therapist and the therapeutic situation. The reversed displacement, i.e., "acting out hostility toward the third party instead of the therapist and draining it out of the treatment situation" has also been noted. One psychiatrist mentioned that the third party may limit the choice of physician or the type of treatment available to him. Another comment was that it does not interfere in the treatment of psychotics, that it may with neurotics, but it is workable. Two analysts' statements were: "Often in the neurotic the patient's attitudes toward the payment requires analyses, but I do not consider this a hindrance even if it is used as a resistance", and "It may make treatment more difficult but this is not true in any real way." A blunt statement was "none, unless mishandled by the therapist." Most of these objections seem aimed at third parties who 'are relatives or friends rather than impersonal organizations, such as insurance companies, and this was referred to by one statement of "no harm when the third party is an insurance company."
It is my interpretation from these comments that the value judgements of patients helped versus hindered can be accounted for on the basis of financial help and psychological harm. The B group and those with a large percentage of patients needing third party payment find such payment more help than hindrance. For the B's the cost of treatment is so great that assistance is necessary for treatment to occur, and psychological problems referrable to it are worked through. Those who have many patients whose fees are so paid for would perhaps not have the practice without them -it is a necessary evil and must be lived with.
This survey of psychiatrists' opinions does not conclusively answer any of the questions in our minds before it was initiated. In regard to the patient's voluntary selection of a physician or psychiatrist for treatment it would seem desirable to retain this element in a patient's medical care programme if possible. Although his choice of physician may not be the best for him or for treatment of his illness because it may be based on many spurious reasons, a proximity, availability, or reputation, it still is important to the confidence of the patient. It is this element of confidence which I see as so important in the doctorpatient relationship. When a patient is ill, in pain or troubled, he tends to regress emotionally from an adult, mature level and look for a paternal figure to assist him. Such childishness on the part of the patient is quite desirable and necessary for the practice of medicine. Who would recommend that the physician and patient discuss the value, the pros and cons of this or that lab test, the differences in modes of administration, types and dosages of penicillin in treating a patient's pneumonia, as a lawyer and client might discuss the making out of a will or deed? Submissive dependence is certainly desirable in some instances. In psychiatric practice regressive dependence is less frequently desirable; indeed, it may be the very thing that the patient is being treated for. Nevertheless, confidence in the doctor is an essential element in the psychological aspects of treatment; it is needed many times to sustain the therapy. Confidence in and liking of the therapist are not synonymous, the latter more frequently fluctuating and expressive of neuroticism.
The problems revolving about payment of fees, partially or completely, by somebody other than the patient are best viewed as part of the total life situation of the patient and therapist within which the two meet to strive to benefit primarily the patient's adjustment. It has socio-logical, cultural, interpersonal and intrapersonal connotations not only for the patient but also for the physician. Many have argued that if the patient makes no financial sacrifice, interpretive types of psychotherapy are bound to fail. Analysis may be slowed for a long time because of neurotic gratification, but usually the patient begins to face this and deal with it. In general, then, it does seem better in our present culture for the patient to pay at least part of his fee, unless the conscious psychic pain in and of itself is sufficient to keep the motor of treatment going.
We must also consider the doctor's attitude and the importance of the fee to him. Any consideration of doctorpatient relationship has to concern itself with this as well. A psychiatrist who had spent some time in the practice of internal medicine, in discussing this with me, spoke of the frank hostility he had in several instances toward patients who collected his treatment fees from insurance but didn't tum the fees over to him. Doctors are people and have the same individuality of needs, drives, motivations, and rewards as others; some of these are basically real, some culturally and experentially determined, and some neurotic.
Given a similar set of problems with like intensity, the meaningfulness and value derived from their solution will be the greater when the helper is not changed. The general agreement on the importance of continuity of care for the doctor-patient relationship supports this. Much of the dissatisfaction with modem medicine may be a displacement of the human being's fears and anxieties over illness, incapacity, and death with the feeling that he has no continuing support from another human being to face these. As physicians concerned about the psychological aspects of adaptation we must recognize this. Through advances in the science of medicine, changing patterns of family living, as well as broad cultural shifts which make relationships less continuous, physicians who deal with the psychological and somatic results of patients' anxieties must do all in their power to provide continuing relationships for effective treatment.
In conclusion, the doctor-patient relationship is a powerful tool in the treatment of a patient and his illness. To use this treatment modality most effectively, the physician must understand not only the patient's problems and environment but also his own attitudes. The payment of the physician by someone other than the patient is not unusual, often economically necessary, and probably doesn't pose inordinate problems in psychiatric treatment. Voluntary selection of physician by the patient is viewed as important for treatment but not as important as continuity of relationship between the same physician and patient.
Summary
Because everything the physician does to or for his patient has a psychological effect on the patient the doctor-patient relationship is his most powerful tool. Three aspects of this relationship are discussed: 1) the voluntary selection of physician by the patient 2) continuity of treatment by the same physician 3) the third party payment of fees for doctor's services. These three considerations may inft.uence the patient's or the doctor's attitude toward the other.
A questionnaire was addressed to the 89 members of the staff of the Institute of the Pennsylvania Hospital which includes four heads of departments of psychiatry, two heads of departments of neurology, members of the departments of psychiatry in all five local medical schools, two past presidents of the APA etc. The psychiatric experiences of the 82 who replied ranged from three to 52 years. Three groups were identifiable on the basis of their formal relationship with psychoanalysis. "A" group (26) had no such formal connection; "B" group (30) included 18 members of the American Psychoanalytic Association and eight graduates of psychoanalytic institutes; and "C" group (30) were students of a psychoanalytic institute. Sixty-six of the respondents were certified in psychiatry by either the American Board of Psychiatry and Neurology or its Canadian equivalent.
The Tables show the "guestimated" replies to the question "How important do you feel the patient's voluntary selection of a psychiatrist is to the outcome of his treatment in comparison to the assignment of a psychiatrist of comparable training and experience. It would appear that the respondents felt that voluntary selection was most important for the neurotic, slightly less important for the patient with a character disorder and still less so for the schizophrenic and even less again for the patients suffering from an affective disorder.
Other questions asked were: "How important to the outcome of treatment do you feel the uninterrupted continuity of doctor-patient relationship is"? This continuity of treatment by one physician was thought to be most important to all patients with the possible exception of those with affective disorders. Another question was; "In what percentage of their cases was a third party involved in payment"? What percentage of these patients benefitted by this and in what way those not benefitted were hindered? An average of 24% of patients enjoyed some form of third party payment, and 38% of these benefitted from this, mostly because without some financial assistance many patients could not get treatment, and it helps the psychiatrist to give better and more thorough treatment. For the percentage who were hindered by third party payment a number of reasons were given.
It would, therefore, appear that the method of payment of physician's fees is at least as important to doctor-patient relationship as the voluntary selection of his physician by the patient. Un questionnaire a ete adresse aux 89 membres du personnel medical du Pennsylvania Hospital, Iequel comprend quatre chefs de services de psychiatrie, deux chefs de services de neurologie, des membres de departements de psychiatrie dans Ies cinqecoles de medecine de l'endroit, deux anciens presidents de l'APA, etc. L'experience psychiatrique des 82 qui ont repondu s'etendait de 3 ans a 52 ans. Trois groupes ont pu etre identifies selon leur relation officielle avec Ia psychanalyse: Ie groupe "A" n'avait pas de telles relations; le groupe "B" (30, Y compris 18 
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